one cord, on the other, recesses into which these fitted, and bosses and knobs on the arytenoids and in the inter-arytenoid space. He did not think there was any suggestion of malignancy in the present case.
Mr. ANDREW WYLIE said he did not see any ulceration in this case; he regarded the condition as pachydermia. It would be easy to settle the diagnosis, however, by removing two or three pieces for microscopic examination. The patient had had the disease four years, and if it was malignant, the condition would be far worse than it is at present.
Mr. H. V. FORSTER said he thought he saw, far out on the right ventricular band, well away from the main amount of overgrowth, a separate nodule, looking like a discrete papilloma.
Sir STCLAIR THOMSON said that Dr. Jobson Horne was positive that the condition was not pachydermia, and he (the speaker) felt equally positive that it was not malignant disease, though admittedly it might become so. The right cord was absolutely fixed, and the left was nearly fixed. Between them there was a great inter-arytenoid irregular hypertrophy. It looked quiet and non-ulcerated. This reminded him very much of what he saw before the days of the Wassermann test and before treatment by salvarsan, i.e., a parasyphilitic, hypertrophic laryngitis. He suggested that if this patient would entirely stop smoking, have his mouth properly. cleaned, and then have inunction of mercury, his condition would be greatly improved, but he would never become well.
Sir JAMEs DUNDAS-GRANT said he thought the condition was a warty growth in the ventricular band and inter-arytenoid space. It was probably the result of syphilis; he did not regard it as epithelioma. It was more like the condition which Virchow described as pachydermia verrucosa.
Mr. GRAHAM BROWN (in reply) said that his tentative diagnosis had been rather a hasty one. He now thought the condition was hypertrophic, and there was the possibility that it might become malignant. He felt that more active treatment was required than merely prohibiting smoking and ordering inunction of mercury. October 22, 1929.-Acute tonsillitis. One week later, appearances of quinsy on right side. Opening made; nothing except blood followed the incision. Improved for the next week.
November 8.-Had severe hbmorrhage twice; thinks be lost a pint of blood. Haemoplastin, 2 c.c. given, and at the request of Dr. Rogers the patient was taken into King's College Hospital. Hamorrhage had then ceased. Patient rather pale but general condition good. Blood-count showed: Red cells 4,000,000, haemoglobin 73%. On the second day after admission (November 10) he had two small haemorrhages and one large one. Blood seen to ooze from upper pole of tonsil and also from a crypt towards lower end. None oozing from incision in palate. As the blood appeared to he from tonsillar vessels, it was necessary to remove the tonsil. As soon as the anesthetic was given, blood poured from the tonsil and filled the mouth and pharynx. After clearing this away the tonsil was removed, and appeared friable, resembling a new growth. Outside the capsule there was a large cavity containing some fresh blood and many clots. This was cleared out and no more bleeding was seen. A large pack was sewn in, the two pillars of the fauces being united over it. The red cells had fallen to 3,440,000 and the hemoglobin to 54%.
Transfusion was carried out (Group IV, 600 c.c.); patient improved rapidly.
Pack was taken out two days later, and there was no further haemorrhage. When he left hospital two weeks after admission (November 21) blood-count showed red cells 4,680,000, haemoglobin 65%. Report by Dr. Creed stated that the section of tonsil removed showed evidence of fibrosis and acute inflammation. Some parts showed infiltration with polymorphonuclears, and plasma cells were very numerous in other places.
(II) Boy, aged 13i. Referred by Dr. Bland, June, 1927 . History of fever, vomiting, rhinitis with some epistaxis, swelling of glands in the neck, and inflammation of pharynx. Swab showed pneumococci only. Tonsils had been removed previously.
When first seen by me ten days after commencement of illness, glands below angle of jaw on right side were enlarged, there was considerable swelling of right side of pharnyx and naso-pharyngeal wall, with enlargement of tonsillar remains. Two days later, patient had two small hemorrhages and one larger one, a cupful of blood being expectorated. When seen he had great pain and marked swelling of palate with all appearances of quinsy. Incision made in ordinary position, but instead of discharge of pus, blood poured from the opening made, filling two kidney dishes. Bleeding was stopped by firm pressure with the finger. The bleeding was so free that it appeared as though a branch of the external carotid artery had burst into a peri-tonsillar abscess, and it was thought necessary to tie that vessel. Mr. Dunhill arrived with Dr. Langton Hewer, who gave the anesthetic. As soon as the anaesthetic was administered the wall of the pharynx burst and blood filled the mouth, pharynx and trachea. The patient became cyanosed and tracheotomy was performed. Blood was swabbed out and the external carotid was exposed. The superior thyroid and lingual arteries came off separately and were tied, but bleeding continued. The external carotid was tied higher up. Bleeding ceased.
Because of cedema of the pharynx, the tracheotomy tube had to be left in. Patient progressed well for one week; there was paralysis of the right side of the tongue. On the seventh day he awoke from sleep, had a sudden violent hamorrhage, and bled to death in a minute or two.
Post-mortem examination showed a large sloughing inflammatory cavity lying under cover of the angle of the mandible and containing some pus and blood outside the pharynx, extending up to the base of the skull. The ascending pharyngeal artery appeared to go through the cavity and to have burst. The hypoglossal nerve was found to run through the cavity. There was early pneumonia in both lungs.
Discussion.-Mr. H. BELL TAWSE said that a more suitable title for the first case would be " Secondary hemorrhage after incision of a quinsy." An incision had been made in the palate ten days before Mr. Negus saw the case and possibly a small vessel was injured and additional sepsis introduced then, thus providing the two principal factors necessary for a secondary hoemorrhage. Moreover, secondary hEemorrhage after a tonsillectomy usually occurred about nine days after operation. That the blood did not come out through the palatal incision did not negative his argument. The blood followed the line of least resistance through a crypt. In such a case he suggested that one should immediately ligature the external carotid and deal with the tonsil then or later; this would obviate the necessity for plugging the septic tonsillar cavity and stitching the faucial pillars over it, a proceeding which he disliked as tending to produce secondary hBemorrhage. In secondary heemorrhage elsewhere one ligatured the main vessel well away from the septic wound and drained the latter. In the second case, Mr. Negus had tied the external carotid twice, but he did not state whether he ligatured below the origin of the ascending pharyngeal artery. This was an important point, as at the post-mortem examination the ascending pharyngeal wps found ruptured in the middle of the abscess cavity. In April, 1929, he (the speaker) had reported a casel of spontaneous hoemorrhage from the right tonsil. The patient was a man who had had frequent quinsies for twentv years, but they always burst and no attempt had been made to incise them. On this occasion he had been ill for a fortnight and a quinsy on each side appeared to be on the point of bursting, when without any warning blood gushed out of his mouth and he rapidly lost five pints. A week later three more pints of blood came from the right tonsil and he nearly died. He had had syphilis in his younger days, and although his Wassermann reaction had been repeatedly negative, the possibility of a deep-seated gumma could not be ruled out. A ligature was put round the common carotid and left untied. The pharynx was constantly under inspection, whilst the external carotid was ligatured so that a sudden hsemorrhage could be immediately controlled. For over a week a nurse was at his bedside night and day ready to apply traction to the common carotid ligature, and on the tenth day the ligature was removed. An interesting point was that within twenty-four hours the pain had left the right tonsil which had shrunk to one-half its former size, whilst in the other tonsil an abscess formed and was opened. Two months later the tonsils were dissected out with the greatest difficulty from a bed of scar tissue. These cases should always be regarded as serious. Many of them were fatal; he had known a patient die from haemorrhage during the induction of anesthesia. They should be treated as cases of secondary hemorrhage, by ligature at a distance, and not as cases of primary hoemorrhage, by ligature of the bleeding point in the midst of an inflamed and septic area.
Mr. A. J. WRIGHT said that some years ago a patient had repeated secondary hmemorrhages following spontaneous rupture of a quinsy. He was brought from the country on an ambulance, and when he (the speaker) first saw him he was white from loss of blood. However. after removing the tonsil, he (Mr. Wright) controlled the bleeding at the site, and the patient recovered. Ligation at a distance from the bleeding point should be reserved for cases in which attempts at the site were unsuccessful.
MY. E. WATSON-WILLIAMS said that an article by Mayer in the Wiener Klinische Wochenschrift, in April, 1926, might have been written to illustrate these two cases. In the first part the ordinary quinsy was discussed and mention made of severe hEemorrhage following the usual incision; a case was described where excision of the tonsil was adopted to control the bleeding. The second part dealt with a second type of peritonsillar abscess, which he (the speaker) preferred to call parapharyngeal; the pus collected not in immediate relation to the tonsil, but behind the palato-pharyngeus, in the substance of, or, outside the pharyngeal wall. Mayer laid emphasis on the danger of pus travelling down the carotid sheath, and of the possibility of arterial erosion; he advocated external opening and drainage. He (the speaker) found that this type was not very rare; he had met with eleven cases. Clinically they resembled quinsy, but without the cdema of the uvula which was seldom lacking in the latter condition. It was easy to open the abscess when one was on the look-out for it, behind the lower pole of the tonsil; a blunt instrument was quite sufficient as there was only unsupported mucous membrane to divide; he himself had done this with the tip of his finger, and in his last case with a tongue-depressor. The abscess tended to point in the lateral wall of the pharynx.
Mr. F. C. CAPPS said he had had a similar case three weeks ago. The patient, a woman, aged 25, had come to hospital after having had a fortnight's treatment for tonsillitis. As she seemed better, her doctor allowed her to get up. Bleeding had begun suddenly, and when he (the speaker) saw her was still continuing. In her case there had been no opening of a quinsy or any surgical treatment. The bleeding was from an upper crypt in the left tonsil and in hospital the patient vomited another pint of bright blood. He decided it was better to stop the bleeding at the site. He removed the tonsil, but it was difficult to do so owing to the recent inflammation of the pillars. The whole fell away as a friable mass, and beneath was a clot the size of a damson. When this was cleared out, a free space was left in the tonsillar fossa and he plugged it with bipp gauze. There seemed to be no sepsis.
The plug was removed in t+hree days, and recovery was uninterrupted. Mr. BROUGHTON BARNES said he had had a case of hemorrhage on the fifth day after a quinsy was opened. He saw the patient fifteen minutes after the beginning of the free hemorrhage; he had then brought up half a pint of blood, which was coming from the quinsy opening. He enlarged the opening, and packed it with iodoform gauze, taking out the plug in twenty-four hours. Bleeding did not occur again for twelve hours, and then there was a small heemorrhage. He repeated the procedure and there was no further trouble.
Mr. NEGUS (in reply) said the doctor who had opened this abscess was afraid he had caused the trouble, but he (the speaker) had tried to reassure him by telling him of the earlier case in which no incision had been made. It was not necessary to think that the operation had infected the peritonsillar space, as the infection was already there. This patient had quinsy, which was sufficient to cause sloughing, but in some cases further infection might have been carried in. In the earlier case there had been Ino operation, and therefore the sloughing was from sepsis which had travelled outside the tonsil. He did not himself tie the carotid, because he was concerned with controlling the bleeding in the pharynx. The superior thyroid and lingual arteries came off separately. When the external carotid was tied, the bleeding ceased. As the bleeding came on again a week later and the boy bled to death, the tying of the carotid was not very satisfactory, first, because of the wide anastomosis with the opposite side, which was established after a few hours, and secondly, because then the bleeding might be venous as well as arterial. Therefore controlling the bleeding in the tonsillar fossa seemed to be better, when practicable. In the case of the boy the area involved had been too widespread for this to be done. He never put in a pack after tonsillectomy, but, in this case, having taken out the tonsil, the whole tonsillar fossa was laid bare and there was no arterial bleeding, and therefore the only way to control the bleeding was to put in a pack. He soaked it in protargol.
Mr. Wright had said that controlling the bleeding at the site was preferable, because anastomosis on the opposite side was dealt with then, as also bleeding from veins.
Mr. Watson-Williamns's suggestion might be correct for such cases as the earlier one, but it would not have been correct for the patient shown at this meeting, as in his case the blood was between the superior constrictor and the capsule of the tonsil. Whilst the simpler forms of introducer are convenient enough for the middle pharynx, I have felt the need of an instrument such as this which gives an accurate aim and is slender enough to be used through a direct laryngoscope on epiglottic or other circumlaryngeal growths. To avoid damage to the silk thread, movements must be slow and gentle.
A longer instrument on the same principle might be used for cesophageal growths, but it is felt that some method of intubation is preferable, where the presence of a stricture makes access to the lower part of a growth difficult.
One advantage is that it does not make a bigger hole in the tissues than the diameter of the needle. That is the difficulty with some introducers which are themselves plunged some distance into the tissues. The trouble is not in planting them in, but retaining them there.
Mr. NORMAN PATTERSON said that a needle with a barbed end stayed in position better than one with an ordinary point. On his suggestion, self-retaining radon needles had been manufactured. Male, aged 54. Two years ago noticed something in the right side of the floor of the mouth which felt like a crumb. Last six months at times intense pain which shoots to the tip of the tongue and sometimes spreads to the right ear. No loss of weight, appetite good. Ulcer has been cauterized on three occasions; on one the actual cautery was employed. Wassermann reaction negative. The case was sent to me with a provisional diagnosis of lupus, an opinion with which I do not agree.
Carcinoma of
On Examination: Tongue protruded to right of middle line and cannot be pushed beyond the lips. Superficial ulcer on right side of tongue with irregular edge, which bleeds on probing. Ulcer extends to floor of mouth and on to alveolar margin, and, anterior pillar of fauces, where the condition is more granular in appearance.
Some swelling of posterior third of tongue on right side. On palpation, right side of tongue is firm; rolled edge on anterior faucial pillar. Hard swelling in the right digastric triangle, which patient states has been present for about two months.
Microscopical examination confirms the diagnosis of carcinoma. 
Lymphadenoma

